Background: Atherosclerosis is a chronic progressive disease often presenting as clinical cardiovascular disease (CVD) events. This study evaluated the characteristics of individuals with a diagnosis of atherosclerosis and estimated the incidence of CVD events to assist in the early identification of high-risk individuals.
Background
Clinical manifestations of atherosclerosis, including coronary artery disease, cerebrovascular disease, and peripheral arterial disease, will occur in 2 of 3 men and 1 in 2 women after age 40. [1] Almost 60% of deaths are due to a cardiovascular disease (CVD) cause. Atherosclerosis is a chronic, progressive disease with a long asymptomatic phase. [2] Subclinical atherosclerosis is a latent precursor of clinical CVD, including myocardial infarction (MI) and stroke. [3] The Healthy People 2010 initiative and the Public Health Action Plan to Prevent Heart Disease and Stroke call for improving cardiovascular health through prevention, detection, and treatment of risk factors, as well as prevention of recurrent CVD events. [4] [5] [6] The American Heart Association (AHA) guidelines for primary and secondary prevention of atherosclerotic CVD provide evidence and recommendations to assist clinicians in managing and treating atherosclerosis. [7] [8] [9] However, evidence is limited on identifying individuals with subclinical atherosclerosis before a CVD event occurs, especially since specialized diagnostic imaging is not part of routine clinical practice. The purpose of the present study was to evaluate the self-reported characteristics and estimate the incidence of CVD events among individuals with subclinical atherosclerosis to assist in the early identification of high-risk individuals.
Methods
A cohort of individuals with a diagnosis of subclinical atherosclerosis with no prior history of CVD events (i.e., MI, stroke, or revascularization) was identified from the Study to Help Improve Early evaluation and management of risk factors Leading to Diabetes (SHIELD) and compared with SHIELD individuals without reported atherosclerosis and no prior history of CVD events. SHIELD included an initial screening phase to identify cases of interest in the general population and a detailed baseline survey to follow up identified cases for health status, health knowledge, attitudes, behaviors, and treatment. Annual follow-up surveys were administered to obtain changes in health status, behaviors and treatment. A detailed description of the SHIELD methodology has been published previously. [10, 11] In brief, the screening survey was mailed to a stratified random sample of 200,000 US households, representative of the US population for geographic residence, household size and income, and age of head of household. [12] The head of household provided responses for up to 4 adult (aged ≥18 years) household members, resulting in a response rate of 63.7% (127,420 households for 211,097 adults). The baseline survey was sent in 2004 to 22,001 individuals, a stratified random sample of screening respondents, who self-reported diabetes mellitus or cardiometabolic risk factors. Each respondent group was balanced to be representative of that population (e.g. type 1 diabetes, type 2 diabetes) for age, gender, geographic region, household size and income as the US population. A response rate of 71.8% was obtained (n = 15,794).
In August 2005, the first annual follow-up survey was mailed to all individuals selected for the baseline survey who were still enrolled in the household panel (n = 19,613). The second follow-up survey was mailed in July 2006 to individuals who had returned either the baseline and/or first annual questionnaires (n = 18,445). The 2005 survey had a response rate of 72%, and a 75% response rate was obtained for the 2006 survey (n = 13,877). This study utilized the baseline, 2005, and 2006 survey responses.
Study Population
Respondents to the baseline survey were considered to have subclinical atherosclerosis if they reported a diagnosis of narrow or blocked arteries or carotid artery disease without a past clinical CVD event (heart disease, heart attack, stroke, angioplasty, or heart bypass surgery) based on the survey question of "have you ever been told by a doctor, nurse or other health professional that you have narrow or blocked arteries/carotid artery disease". Respondents were also asked if they "had ever been told that you have heart disease/heart attack, stroke/TIA or had angioplasty, stents or surgery to clear your arteries or heart bypass surgery". The comparison cohort for the cross-sectional analysis was composed of individuals who did not report a diagnosis of atherosclerosis (subclinical) and/or clinical CVD (i.e. no prior history of CVD event) in the baseline survey.
CVD Events
CVD events included heart attack, stroke, angioplasty, or heart bypass surgery. Respondents were asked to provide their weight and height for calculation of body mass index. They also were provided a measuring tape and instructed that while standing, hold the tape measure loosely around their waist at the level of their navel ("belly button") to determine waist circumference. Respondents were asked whether they "had ever been told by a doctor, nurse or health professional that you had circulation problems of any kind (categorized as circulation problems) or cholesterol problems" (categorized as dyslipidemia).
Statistical Analysis
Two separate analyses were conducted: 1) cross-sectional analysis of baseline respondents for prevalence and characteristics predicting atherosclerosis, and 2) longitudinal analysis of incident CV events. Prevalence of subclinical atherosclerosis was calculated as the number of individuals reporting a diagnosis of atherosclerosis at the baseline survey divided by the total number of respondents to the baseline survey. Incidence of CVD events was quantified as the number of new CVD events that were reported during the 2 years of follow-up since the baseline survey. Demographic features, comorbid conditions, obesity, and smoking history of individuals with subclinical atherosclerosis were compared with those of the cohort who did not report a diagnosis of atherosclerosis or previous CVD event, using two-sided chi-square tests. Similar comparisons were made between respondents with atherosclerosis and incident CVD events and the respondents with no atherosclerosis but who had an incident CVD event.
Logistic regression analyses identified characteristics associated with atherosclerosis without prior history of CVD event and atherosclerosis with incident CVD events. To identify characteristics of subclinical atherosclerosis, the regression model included individuals with and without subclinical atherosclerosis from the baseline survey as the dependent variable and age, gender, race, household income, education, geographic region, dyslipidemia, circulation problems, diabetes mellitus, hypertension, abdominal obesity, smoking, and cholesterol test in past year as independent variables. To identify characteristics of those with subclinical atherosclerosis who experienced incident CVD events, the regression model included respondents with incident CVD events and atherosclerosis, and age, gender, dyslipidemia, circulation problems, diabetes mellitus, hypertension, and smoking were independent variables. A second regression model was computed with respondents with incident CVD events as the dependent variable and atherosclerosis (yes/no), age, gender, dyslipidemia, circulation problems, diabetes, hypertension, and smoking as independent variables to ascertain the value of self-reported atherosclerosis for predicting incident CVD events. Statistical significance was set a priori at p < 0.05. The regression model c-statistic was computed to assess goodness of fit for each model.
Results

Prevalence and Characteristics of Subclinical Atherosclerosis: Cross-sectional analysis
The prevalence of subclinical atherosclerosis was 2.8% in the baseline survey (488 individuals out of 17,640 respondents). Of the 17,640 respondents, 13,596 did not report a diagnosis of atherosclerosis or prior CVD event and were classified as the comparison cohort, and 3,556 reported having a prior CVD event and were excluded. Individuals reporting an atherosclerosis diagnosis were significantly older, male, less educated, and had lower income than respondents without atherosclerosis diagnosis or CVD event history (p < 0.01) ( Table 1) . Those reporting subclinical atherosclerosis were also more likely to report dyslipidemia, circulation problems, diabetes mellitus, hypertension, abdominal obesity, a cholesterol test in the past year, or past smoking.
In the multivariate model, subclinical atherosclerosis was associated with advancing age, male gender, geographic region, dyslipidemia, circulation problems, hypertension, and smoking ( Table 2) . The model c-statistic was 0.964 (p < 0.05). The odds of atherosclerosis increased by 60% with each decade of increasing age and were twice as high in men. Most US geographic regions had more than twice the odds of atherosclerosis compared with the Pacific region. Respondents with dyslipidemia were 2 times and those with circulation problems were 5 times more likely to have subclinical atherosclerosis than those without these comorbid conditions. Respondents with hypertension or who were smokers (current or past) had a 40%-74% increased odds of having atherosclerosis. Individuals with diabetes mellitus were less likely to have atherosclerosis. Race, household income, education, abdominal obesity, and having a recent cholesterol test were not predictive of atherosclerosis (p > 0.05 for all). Among individuals who experienced a CVD event during the 2-year follow-up, a significantly greater proportion of respondents with subclinical atherosclerosis were men, and reported a diagnosis of dyslipidemia, circulation problems, or hypertension compared with respondents without subclinical atherosclerosis (p < 0.05) ( Table 3) . Significantly fewer respondents with subclinical atherosclerosis reported diabetes mellitus compared with respondents without clinical atherosclerosis (p < 0.05). Most respondents (>83%) reported having a cholesterol test in the past 12 months; however, significantly more respondents with atherosclerosis and incident CVD event had a cholesterol test (93%) (p < 0.05). There was no difference between respondents with subclinical atherosclerosis and individuals without atherosclerosis for race, household income, geographic region, obesity, or smoking (Table 3) . *Chi-square p < 0.01; †Group n slightly less than other variables BMI = body mass index; CVD = cardiovascular disease; GED = general equivalency diploma Multivariate logistic regression analyses of those with subclinical atherosclerosis demonstrated that men with atherosclerosis had a 77% greater risk of incident CVD event than women (p = 0.05) (Figure 1 ). The risk of incident CVD events increased 2.4 times among those with circulation problems compared with respondents without circulation problems (p = 0.003) (Figure 1) . In a second logistic regression model which assessed the value of selfreported atherosclerosis for predicting incident CVD events, the presence of atherosclerosis increased the risk of incident CVD events by 2.9 times (p < 0.001) while controlling for other covariates. Increasing age (RR = 1.01 per year), type 2 diabetes (RR = 1.37), and hypertension (RR = 1.54) also significantly increased the risk of CVD events in this model (p < 0.01) while gender, dyslipidemia, circulation problems, and smoking were not significant predictors after adjusting for atherosclerosis status. 
Incident CVD Events and Predictors: Longitudinal analysis
Discussion
Several characteristics, easily obtained through self-report, distinguished respondents with subclinical atherosclerosis. Older age, male gender, and smoking were predictive of respondents with subclinical atherosclerosis. Clinically, having dyslipidemia, circulation problems, or hypertension was predictive of individuals with subclinical atherosclerosis. All of these factors can be easily and routinely assessed by primary care physicians to detect those at risk of subclinical atherosclerosis. If management of risk factors and treatment of comorbid conditions are implemented early in the process, atherosclerosis may be delayed and CVD events avoided. Subclinical atherosclerosis was also reported more often in East Coast and Midwest regions than in the Pacific regions, suggesting differential rates of imaging across the US. Several other studies of subclinical atherosclerosis imaging, including coronary artery calcium and carotid artery assessment, have had similar findings. [13, 14] However, the role of these techniques in clinical practice has not yet been defined.
The incidence of CVD events was 3 times higher in respondents with subclinical atherosclerosis compared with individuals without atherosclerosis after adjustment for self-reported risk factors. Male gender, dyslipidemia, circulation problems, and hypertension distinguished respondents with subclinical atherosclerosis from individuals without atherosclerosis who later experienced an incident CVD event. Male gender and circulation problems were significant predictors of increased risk of incident CVD events in those reporting subclinical atherosclerosis. Utilizing these easily obtainable characteristics, physicians may identify individuals at risk for CVD event who may be candidates for more aggressive diagnostic and therapeutic interventions.
The prevalence of self-reported atherosclerosis was lower in this study than that found in other studies. [15] The Multi-ethnic Study of Atherosclerosis (MESA) reported a prevalence of 34% based on plaque occurrence and 42% based on calcium score. [15] It is not surprising that the prevalence rates differ since angiographic studies are significantly more sensitive and accurate in quantifying atherosclerosis, especially subclinical atherosclerosis. However, angiographic studies using computed tomography, magnetic resonance imaging, or ultrasound and calcium scores are not done widely in routine clinical practice. The prevalence estimate of atherosclerosis from this study is an under-estimate of the true prevalence.
There are limitations to this study that should be considered. Household panels tend to under-represent the very wealthy and the very poor segments of the population and do not include military or institutionalized individuals. In addition, the determination of atherosclerosis, CVD event, dyslipidemia, hypertension, circulation problems, and diabetes was made based upon self-report rather than clinical or laboratory measures. Nor was the method of assessment available for those reporting subclinical atherosclerosis. Fatal CVD events could not be ascertained in this survey, so the incidence of CVD events may be under-estimated in this study. The proportion of respondents reporting a diagnosis of atherosclerosis was low in this study; many more respondents may have had subclinical atherosclerosis that was not symptomatic or diagnosed.
Relative risk and 95% confidence interval of an incident CVD event among individuals with subclinical atherosclerosis Figure 1 Relative risk and 95% confidence interval of an incident CVD event among individuals with subclinical atherosclerosis. Log likelihood = 313.8, R-square = 0.068
Conclusion
Atherosclerosis is a chronic and progressive disease whose optimal prevention requires lifelong attention to diet, exercise, smoking abstinence, and aggressive risk factor identification and treatment. Several characteristics, easily obtained through self-report, may distinguish respondents more likely to have subclinical atherosclerosis. Selfreport of subclinical atherosclerosis identifies individuals at very high CVD risk who are candidates for more aggressive risk factor intervention, including cholesterol and blood pressure reduction, management of blood glucose, and weight loss.
